Background and Aims: Recently, the pre-treatment platelet-lymphocyte ratio (PLR), which is based on blood parameters, was accepted as a prognostic factor for patients with various cancers. Numerous studies have investigated the prognostic role of the PLR in pancreatic cancer; however, it remains unclear. Therefore, we conducted this meta-analysis to evaluate the relationship between the pre-treatment PLR and overall survival (OS) in pancreatic cancer.
INTRODUCTION
Pancreatic cancer is the fifth most common cancer and ranks fourth in cancer-related mortality worldwide [1] . Although the mortality rate of pancreatic cancer is very high, histopathology and imaging remain the main methods used to evaluate prognosis in pancreatic cancer patients. Thus, progress in predicting prognoses remains unsatisfying, with no breakthroughs. Recently, many studies have described the role of the systemic inflammatory response in the development and progression of cancer [2] [3] [4] . Therefore, systemic inflammatory factors based on blood parameters, especially the neutrophillymphocyte ratio (NLR) and the platelet-lymphocyte ratio (PLR), are believed to be associated with the prognosis of patients with cancer. In fact, in the last year, many researchers have demonstrated the value of the PLR for predicting the prognosis of various cancers, such as lung cancer, esophageal cancer, gastric cancer and colorectal cancer [5] [6] [7] [8] . However, could the PLR be applied to pancreatic cancer? Many studies have evaluated the relationship between high PLR and survival in pancreatic cancer. However the role of the PLR remains unclear. Therefore, we conducted this meta-analysis to evaluate the value of the pre-treatment PLR for predicting the prognosis of pancreatic cancer.
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MATERIALS AND METHODS
Literature search
The present study was conducted according to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement [9] . A systematic literature search of the PubMed, Embase and Web of Science databases was performed for all studies published from inception to Nov. 23 . In addition, the references of relevant studies were carefully scanned to avoid missing any possible studies. All studies were independently categorized according to the pre-designed eligibility criteria. Any disagreements or questions were resolved by discussion or referral to a senior investigator. Figure 1 shows the flow chart of the study selection.
Inclusion and exclusion criteria
We only included studies that described high pretreatment PLR for pancreatic cancer compared with low PLR. The primary outcome was OS, and the included studies needed to report a hazard ratio (HR) and 95% confidence interval (CI) or include data that allowed those values to be calculated indirectly; otherwise, the study was excluded. The inclusion and exclusion criteria for this meta-analysis are presented using the PatientsIntervention-Control-Outcomes-Study designs (PICOS) form (Table 1) .
Data collection and assessment of methodological quality
All the relevant information was collected in our pre-designed Study designs (S): the type of study design, the details used for patient selection, the comparability of the study groups and the assessment of outcome.
The Newcastle-Ottawa Scale (NOS) was used to assess the quality of each study [10] . Studies with an NOS score ≥ 6 were considered high quality; all others were considered low quality and were not included.
Statistical analysis
The pooled outcome was evaluated using the HR and 95% CI values. The HR represents the hazard of OS in the high PLR group compared with that in the low PLR group. HR values greater than 1 implied poor OS for the high PLR group, and the OSs of the high PLR group and the low PLR group showed statistically significant differences when the pooled HR and the 95% CI did not include the value 1. Because all the included studies were retrospective studies and potential differences between them should be taken into account, the inverse variance method was used to pool the HR for OS using a conservative random effects model [11] . In addition, the I 2 statistic was applied to evaluate the heterogeneity of the included studies. I 2 < 50% suggested that there was no significant heterogeneity across the included studies and was deemed acceptable [12] ; otherwise, we would have performed post hoc subgroup analysis to investigate the potential heterogeneity across the included studies according to sample size (<200 versus >200), cut-off values (<200 versus >200), different therapeutic modalities (operation VS no-operation) and stage (I/II versus III/IV). To validate the credibility of the pooled outcome, we conducted an influence analysis using the "metainf" STATA command; this process omitted one study each time. Publication bias was evaluated using visual inspection of funnel plots and Egger [13] and Begg's [14] tests. All statistical tests included a bilateral P value, and P values < 0.05 were considered statistically significant. RevMan 5.3 (the Nordic Cochrane Centre, the Cochrane Collaboration) and Stata 12.0 (StatCorp, College Station, TX, USA) were used to perform all statistical analyses.
RESULTS
A total of 219 records were acquired from the three databases (PubMed, Embase and Web of Science) through our expanded search strategy. After duplicate and irrelevant records were removed, 46 potentially eligible studies remained. The full texts of the remaining studies were checked for other possible studies. Finally, 14 retrospective cohort studies involving 2,260 patients were included in this meta-analysis [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] .
Characteristics of the included studies
We included 14 retrospective cohort studies in this meta-analysis (Table 2) . Sample sizes ranged from 37 to 386, and the cut-off values used in the studies ranged from 126 to 300. HRs with corresponding 95% CIs were directly reported in all included studies, 8 of which calculated HRs using univariable analysis [16, 17, 19, 20, 23, [25] [26] [27] and 6 using multivariate analysis [15, 18, 21, 22, 24, 28] .
Outcome
Compared with low PLR, elevated PLR was a predictor of shorter OS (HR = 1.24, 95% CI: 1.10-1.39, I 2 = 74%; Figure 2 ). The subgroup analyses demonstrated no potential heterogeneity because of sample size ( Figure  3 ), cut-off value (Figure 4 ), different therapeutic modalities ( Figure 5 ) or stage ( Figure 6 ). We also conducted a sensitivity analysis to validate the credibility of the pooled outcomes. When we removed any study one at a time, the pooled outcome was not markedly impacted ( Figure 7 ).
Publication bias
The funnel plot seemed to be asymmetrical upon visual inspection, but publication bias was not detected using the statistical tests of Egger (P = 0.10) and Begg (P = 0.10; Figure 8 ). 
DISCUSSION
Recently, some researchers have suggested that the interaction between platelets and cancer is reciprocal; in other words, tumors can stimulate platelet activity and production, while platelets can promote tumor growth, invasion and metastasis [29, 30] . Although "it is difficult to distinguish between a mere correlation with platelets and cancer and an actual causality" [29] , it is accepted that high platelet counts are a predictor of poor prognosis in cancer [29, [31] [32] [33] [34] [35] . In addition, lymphocytes play a crucial role in lymphocyte-mediated anti-tumor activity by "inducing cell apoptosis and inhibiting cancer cell proliferation and migration;" thus, lymphocytopenia would weaken this role without question [4, 36] . A high PLR accompanies either thrombocytosis or relative lymphocytopenia, both of which seem to be harmful to patients with cancer. Many researchers have demonstrated that a high PLR is a negative predictor of prognosis in various cancers, such as lung cancer, esophageal cancer, gastric cancer and colorectal cancer [5] [6] [7] [8] . Many studies have also been performed to evaluate the relationship between PLR and survival in pancreatic cancer, but the results have been inconsistent. Among these studies, two meta-analyses showed that a high PLR was associated with poor OS in various cancers, although in the subgroup of pancreatic cancer patients, PLR showed no association with OS in these meta-analyses, which both only included 3 studies involving several hundred patients [37, 38] . Thus, the role of the PLR in pancreatic cancer remains uncertain, and we conducted the current meta-analysis including 14 studies and 2,260 patients to address these previous inconsistencies. Besides that, we made more rigorous inclusion and exclusion criteria, for example we only included patients before any anti-cancer treatment which can influence the blood parameters. And we perform subgroup analysis and influence analysis to validate the credibility of the pooled outcome in this meta-analysis. So we made a more scientific conclusion. This meta-analysis included 14 retrospective cohort studies involving 2,260 patients and demonstrated that a high PLR was a better predictor of shorter OS than a low PLR, with an HR of 1.24 (95% CI: 1.10-1.39, I 2 = 74%). Additionally, subgroup analysis did not indicate a significant difference between studies with sample sizes < 200 and those ≥ 200. Given the various cut-off values of the PLR in the included studies, a subgroup analysis based on cut-off values (< 200 versus ≥ 200) was also performed, and we found that the high PLR group had a shorter OS than the low PLR group, regardless of cutoff value used. So did the subgroup analysis of different therapeutic modalities (operation VS no-operation) and stage (I/II versus III/IV). To validate the credibility of the pooled outcome, we performed an influence analysis using the "metainf" STATA command; it proved that no one study obviously impacted the pooled outcome of interest. Although the heterogeneity could not be explained, these results strengthen the possibility that a high PLR is associated with a short OS in patients with pancreatic cancer. However, it is possible that the included studies that did not have robust control for confounders actually diluted the value of the PLR for the prognosis of patients with pancreatic cancer. We hypothesized that the potential heterogeneity may have been derived from clinical factors, such as mixed treatment, the stratification of different stages of pancreatic cancer, and the inadequacy of followup, although these factors could not be analyzed in the present study.
Several suggestions can be made regarding the further development of the PLR as a bio-predictor. First, we should control for the influence of several factors that may influence platelet counts, such as the patient's basic state, the presence of infection or diseases and drug treatment, to draw more rigorous scientific conclusions. Second, future original studies should compare more outcomes, such as tumor diameter, lymph node metastasis, stage, distant metastasis, local recurrence, and diseasefree survival, between high and low PLR groups. These comparisons may indirectly demonstrate the relationship between PLR and pancreatic cancer. Third, adequate follow-up is necessary. Fourth, we should pay more attention to the change in PLR between pre-treatment and post-treatment protocols, which may provide another way to assess the therapeutic efficacy and the patients' prognosis. With such developments, the PLR may represent an inexpensive and simple bio-predictor for future use.
Limitations
First, multiple PLR cut-off values were applied in the studies included in this meta-analysis. Although the subgroup analysis did not indicate that there were significant differences between cut-off values of < 200 and > 200, it is unclear which PLR cut-off value should be applied clinically. Second, PLR measurements based on blood parameters can be influenced by the patient's basic state, infection or disease and drug treatment. Third, although no publication bias was detected, the potential for it cannot be excluded. Finally, the obvious heterogeneity of the studies cannot be ignored. The potential heterogeneity that may derive from uncontrolled or unmeasured risk factors, such as mixed treatment, the stratification of different stages of pancreatic cancer and inadequate follow-up, need to be further evaluated in the future. Furthermore, additional well-designed and large-scale studies are necessary to demonstrate the value of PLR in pancreatic cancer and establish a more precise cut-off value for clinical applications. Thus, the conclusions of this study should be interpreted with caution.
CONCLUSIONS
High pre-treatment PLR is a bio-predictor of short OS in patients with pancreatic cancer. Given these findings, the PLR might be applicable for predicting the prognosis of patients with pancreatic cancer before treatment. However, additional well-designed and largescale studies are necessary.
